A 54-year-old male patient of physical status I, according to the American Society of Anesthesiologists, and weighing 60 kg, with a history of enteric perforation and laparotomy done 3 months back, was scheduled to undergo ileostomy closure. A nasogastric tube (NGT) was required both intra- and post-operatively as there would be bowel handling. Following induction of anesthesia, an attempt was made to insert the NGT through the right nostril, which failed due to resistance. After this initial attempt, two more gentle attempts were made through the left nostril without any success. In both instances, resistance was met at approximately 15 cm from the nostrils. Upon direct laryngoscopy by a senior anesthesiologist, the NGT was discovered to be in the submucosal track in the posterior pharyngeal wall. A pediatric fiberoptic bronchoscope (FOB) with an outer diameter of 3.4 mm was therefore inserted through the right nostril, which revealed a tear in the nasopharynx. A false submucosal passage formed beyond the tear, which ended in the oropharynx. Even under FOB vision, the NGT continued to migrate into the false passage upon subsequent maneuvers. Therefore, a no. 1 silk was tied to the FOB tip and pulled out from the oral cavity. The nasal end of the silk was then detached from the FOB and tied to the NGT, which was pulled in through the left nostril, while the FOB was inserted through the right nostril, and held in position in the nasopharynx. The NGT was then inserted into the esophagus under vision (laryngoscopy) with the help of Magill's forceps. Although a literature search suggested that NGT may cause various minor and major traumas \[[@b1-kja-d-18-00045],[@b2-kja-d-18-00045]\], the standard practice involves insertion of this simple, yet potentially hazardous device blindly into anesthetized patients in the operating room. Though the insertion of NGT is routinely performed under vision only in select patients, for e.g., those with basal skull fractures \[[@b3-kja-d-18-00045]\], it is preferable to follow the same procedure for all patients. The videolaryngoscope is being used more frequently for insertion of the NGT under vision, with greater success and fewer complications \[[@b4-kja-d-18-00045]\]. However, the trauma caused in this case was unique, as it occurred in a healthy patient with no history of trauma and minimal manipulation for the insertion of the NGT. The trauma in the nasopharynx was managed conservatively with antibiotics and xylometazoline drops for 7 days to prevent wound infection, as advised by the otorhinolaryngologist, and satisfactory healing was achieved. Even if the NGT was inserted under vision with any laryngoscope, this trauma or complication was probably inevitable, as the site of trauma was in the nasopharynx. An endoscope-guided insertion of the NGT \[[@b5-kja-d-18-00045]\] through the nose may be helpful in such a situation.
